The failure rate of CTO PCI was 10.5 % cases .The causes of failure were found to be most commonly coronary guide wire could not cross the lesion, balloon Uncrossable lesions followed by unable to deploy stent due to no satisfactory TIMI (less than TIMI III) flow.
CONCLUSION The second most common cause of CTO PCI failure is balloon Uncrossable lesions in spite of successful wire positioning in the distal true lumen. In this study we observed Uncrossable lesions in 7.19 % cases. The resistant balloon Uncrossable lesions still contributed in 1.59% cases of CTO PCI failure in spite of adaptation of multiple techniques. The calcification and tortuosity at the lesion site primarily accounts for it. The main principle behind to achieve success in CTO PCI of such lesions is to have a strategy for good guide backup support. Once good guide backup support is achieved and there still remains a difficulty in crossing the lesion, lesion modification should be considered. The various technical options are available to facilitate the balloon across the Uncrossable lesions. The simultaneous and sequential applications of various techniques are used to gain a final successful outcome. We feels Uncrossable lesions in spite of good guide support should be tackled initially corsair microcather followed side branch balloon anchor technique. The utilization of various other above mentioned techniques, Tornus microcatheter and rotational athrectomy should be considered as a last resort as per depending upon operators comfort and experience. The resistant balloon Uncrossable lesions should be treated with optimal drug therapy or coronary artery bypass surgery by considering disease status of other vessels and myocardial are supplied by these lesions.
TCTAP A-043 Comparison of Angiographic Morphological Features of Epicardial Collateral Channels According to Cardiac Chamber
Hidefumi Ohya 1 1 Takeda General Hospital, Japan BACKGROUND The aim of study was to evaluate angiographic morphological features of epicardial collateral channels (CCs) on each cardiac chamber.
METHODS We reviewed 235epicardial CCs of 155 proximal CTOs, which were divided into three groups: LV-CC (n¼86), RV-CC (n¼69), and Atrial-CC (n¼76) to compare tortuosity.
RESULTS Plane tortuosity (two-dimensional) such as V, Z, U and snake-like morphology and three-dimensional tortuosity such as loop, corkscrew-like morphology were less frequent in LV-CC than RV or Atrial-CC (32% vs. 54% vs.48%, p¼0.008), (25% vs. 78% vs. 71%, p¼<0.001).
CONCLUSION LV-CC has a nature of less tortuous compared with RV or Atrial-CC. BACKGROUND Chronic total occlusion (CTO) in a non-infarctedrelated artery was reported to worsen immediate clinical outcome in acute myocardial infarction (AMI) patients. However, the prognosis of such patients with preserved left ventricular function after successful primary percutaneous coronary intervention (PCI) has not been clarified yet. We aimed to evaluate whether the presence of CTO contributes to worse prognosis even in patients with preserved left ventricular function after primary PCI.
METHODS We retrospectively analyzed 353 consecutive patients with acute myocardial infarction, whose left ventricular ejection fraction (LVEF) was not less than 40% in the echocardiography performed 1 day after primary PCI. We divided patients into two groups according to the presence (n¼25) or absence (n¼328) of CTO in the non-infarctrelated coronary artery, and compared the clinical outcome of patients between the two groups.
RESULTS
The LVEF estimated by echocardiography after primary PCI was similar between patients with and without CTO (55.1AE8.6% vs. 58.0AE9.4%; p¼0.07). The peak creatine kinase value was also similar between the two groups (1539 vs. 1921 U/L; p¼0.33); however, CTO patients were significantly more likely to undergo intra-aortic balloon pumping (56.0% vs. 12.5%; p<0.001) during primary PCI, and 30-daymortality was significantly higher in CTO patients (12.0% vs 0.9%; p<0.001).By multivariate analysis, cardiogenic shock at arrival was significantly correlated with 30-day mortality.
CONCLUSION In AMI patients with CTO, even if their LVEF was preserved after successful primary PCI, the short-term prognosis is poor as compared to that of AMI patients without CTO. The cause of such poor prognosis was strongly associated with initial cardiogenic shock at the time of arrival to the hospital. Hao Lu,
